Prostate cancer is the most common cancer in men. Men are diagnosed at early stages of prostate cancer with the use of prostate specific antigen. Surgical removal of the prostate is the standard treatment in localized prostate cancer. Complications after surgical procedures are inevitable. Although robotic prostatectomy has resulted in decreased complications compared to open surgery, complications occur. After an uneventful robotic assisted laparoscopic prostatectomy in a 71-year-old gentleman, with history of chronic cough and continued low dose glucocorticoid use, the patient returned to hospital with complain of a tender abdominal mass in right lower quadrant. After performing a computed tomography of the contrast, a Spigelian type trocar hernia was noted. The patient underwent a laparoscopic diagnostic surgery followed by small bowel resection and abdominal wall defect repair. The patient was discharged home with no other complains.
Introduction
Prostate cancer is the most common cancer in men. Surgical removal of the prostate is the standard treatment for localized prostate cancer [1] . Robotic assisted laparoscopic prostatectomy (RALP) has become widely available in urban settings and is currently the routine mode of surgery. Although RALP has led to a decrease in overall complications after surgery [2] , including lower rate of blood transfusion, complications after surgery are inevitable. In this case report, we have demonstrated a rare case of Spigelian type trocar site hernia after RALP.
Case Report
A 71-year-old gentleman presented following a rise in prostate specific antigen from 4.5 to 6.3 ng/ml. A prostate magnetic resonance imaging revealed ill-defined T2 low signal deformities consistent with prostate cancer, which were then biopsied, revealing Gleason 4 + 3 prostate cancer. The patient opted to undergo RALP. Patient had a medical history of hypertension, diabetes mellitus, kidney stones, diverticulosis and surgical history of left inguinal hernia repair, transurethral resection of prostate and colonoscopy with polypectomy as a screening procedure. Due to his interstitial lung disease, the patient had a chronic cough that was controlled with low dose glucocorticoids. The patient underwent uncomplicated bilateral nerve sparing RALP and was discharged the day after surgery with a Foley catheter. On post-operative day 3 patient returned with complains of abdominal pain, nausea, vomiting Jazayeri/Tsui/Samadi and an abdominal bulge following an episode of severe whooping coughs. On examination, at the presentation the patient was afebrile with vital signs stable. On abdominal examination there was a visible bulge at the right lower quadrant of the abdomen. No skin discoloration was noted. The mass was slightly tender to palpation. Complete blood count revealed leukocytosis with WBC of 17,000. A computed tomography (CT) of the abdomen was obtained ( fig. 1 ). The patient underwent diagnostic laparoscopy that revealed a defect of the abdominal wall with herniated small bowel loop. The herniated small bowel was reduced laparoscopically and appeared to be necrotic and edematous. After 20 minutes, with no change in the appearance of the small bowel loop, the patient then underwent open small bowel resection with anastomosis. The incision was made over the abdominal wall defect by extending the incision for the previous trocar insertion site. The abdominal fascia was then repaired and closed and the patient was discharged 2 days later after return of bowel function. Pathology demonstrated a 41 g prostate with Gleason 4 + 3 prostate cancer in 55% of the total gland tissue. The patient's post-prostatectomy prostate specific antigen level is undetectable.
Discussion
Spigelian or lateral ventral wall hernia are due to defects at Spigelian fascia, an aponeurotic layer between rectus abdominis and semilunar line most often in the right side [3] . A single loop of small bowel is noted between the internal and external oblique abdominis muscles ( fig. 1) . Age over 60, diabetes mellitus, and chronic cough are risk factors for hernia formation in our patients [4] . Patients with a Spigelian hernia can present with bowel obstruction, intermittent abdominal lump or localized abdominal pain as in our case [3] . Ultrasound and CT scan are both diagnostic, however, CT scans are preferred. CT scan provides more detailed anatomy besides having higher sensitivity and specificity rates. The repair of the hernia is suggested if diagnosed prior to incarceration. The repair can be safely done using laparoscopic techniques [3, 5] . Spigelian type hernia is a rare complication following RALP with only 1 case reported in the literature [4] . Incarcerated hernia is reported in less than 1% cases following RALP [6] . Trocar site hernia can occur in up to 5.2% of patients following any laparoscopic procedure [7] . The incidence of trocar hernias are believed to be underreported as most hernia occur after 12 months and are asymptomatic [6] . Trocar hernias are more common in larger trocars (> 10 mm) and share similar risk factors with Spigelian hernia [7] . In our patient, the history of low dose corticosteroid use may have hampered the normal healing process and put the patient at greater risk for this hernia. The insertion of the trocar could also have resulted in inadvertent dilation of a pre-existing wall defect. However, with the imaging findings, intraoperative observation and experience with the previous trocars hernia, the present complication is more suggestive of a Spigelian type trocar hernia. Other complications following RALP can represent with an abdominal mass as well. Abdominal wall hematoma rarely occurs after RALP and most cases resolve spontaneously. Lymphocele is seen in up to 5% of patients after RALP-most often formed after aggressive lymph node dissection and requires cutaneous drainage if vascular complication i.e. thrombosis occurs [4] .
